INTRODUCTION
We also perform a literature review. were excluded from the analysis. All aneurysms were wide-necked and located in an arterial bifurcation of basilar artery, anterior communicating artery or pericallosal artery. Aneurysms were classified as small (2-6 mm), medium (7-12 mm), large (13-24 mm), and giant (≥ 25 mm). Wide-necked aneurysms were defined as having a large neck (> 4 mm) and/or a dome-to-neck ratio of < 2.
MATERIALS AND METHODS

Endovascular procedures
All endovascular procedures were performed with patients under general anesthesia. Patients with unruptured aneurysms were treated with a daily dual antiplatelet drug regimen consisting of clopidogel (75 mg) and aspirin (100 mg) for at least 5 days.
Platelet-aggregation inhibition was tested in all patients with unruptured aneurysms (VerifyNow P2Y12 assay) one day before the procedure. Further loading doses of aspirin and/or clopidogrel were administrated when necessary. During the procedure, a bolus injection of 3,000 IU heparin was given and a further 1,000 IU of heparin was administered per hour.
Anticoagulation levels were monitored to maintain an activated clotting time 2-3 times of the baseline value.
Patients with acutely ruptured aneurysms were treated with intravenous tirofiban soon after stents were deployed without heparinization. Heparin was discontinued after the procedure. Aspirin was continued indefinitely.
Occlusion grade
The degree of aneurysmal occlusion was assessed using the Raymond scale, 21) and was classified into complete occlusion, residual neck, and residual aneurysm.
Clinical outcomes and angiographic follow-up
Clinical outcomes were assessed before operation, at discharge, and at the last follow-up visit using the Patient data are summarized in Table 2 .
Glasgow outcome scale (GOS)
.
DISCUSSION
Coil embolization is a standard treatment for cerebral aneurysms. Advances in endovascular techniques have allowed more challenging aneurysms to be treated with coil embolization. The advent of self-expanding stents has greatly improved the ability to treat intracranial aneurysms. Stent deployment offers mechanical support to prevent coil prolapse or migration. Additionally, stent-assisted coil embolization has allowed increased packing density with enhanced endothelialization.
5)
Despite the introduction of a variety of techniques, such as balloon remodeling, 3) the waffle-cone technique, 13) and so on, wide-necked and complex aneurysms are In the current study, the initial immediate angio- aneurysms treated by Y configuration stent-assisted coiling. 30) In the current study, no recanalization occurred. Therefore, retreatment was not necessary.
This result could be due to the fact that Y configuration-assisted double stents using closed cell type stents may affect flow diversion.
This study has several limitations. It was a retrospective study on a small number of cases. In addition, patient selection bias might have occurred.
Furthermore, the follow-up time was relatively short.
CONCLUSION
Wide-necked bifurcation aneurysm is challenging for neuro-interventionists. Y configuration stenting using double closed cell stent-assisted coiling is feasible and safe for selected patients in the management of complex wide-necked bifurcations. However, further study using this technique in a prospective study with a large population and a long follow-up period is merited.
